Clinical Section 217 -a suggestion which was readily confirmed by the naked-eye and microscopic examination of the pus from one of the sinuses.
left base of the thorax. Upon auscultation marked pleurisy was detected, with very rapid exudation of fluid. On November 24 this had extended to the whole lower two-thirds of the left pleura at the back, and forwards to the axillary line. Almost simultaneously marked hectic fever and sweats appeared, indicating the formation of pus. The first author, Dr. H. Geraud, was asked to see the case in consultation on November 26. The effusion was then found to reach behind up to the spine of the scapula, and in front to the anterior axillary line. All this was markedly dull on percussion. Traube's space, on the contrary, retained its sonority. Respiratory movements on the affected side were abolished, as were also respiration sounds and voice resonance over the dull area. No pleuritic " souffle " was detectable. In front skodaic resonance was found on percussion under the clavicle, and rough breathing sounds on auscultation. Only at the base of the right lung were there a few sub-crepitant rales at the end of the expiratory effort. There was some subcutaneous cedema over the dull region, rather indicating empyema.
Simultaneously with the appearance of the patient's acute constitutional symptoms his urethral discharge had practically disappeared, which raised the suspicion that the infecting organism of the pleura was the gonococcus. We then made an exploratory puncture in the ninth costal interspace on the middle axillary line and withdrew about 1. c.c. of liquid having the appearance of the fluid of an ordinary serofibrinous pleurisy, but a little more cloudy. Dr. Boisseau examined this in his usual competent manner and found it to consist of a pure culture of the gonococcus.
From November 26 to November 29 all the symptoms, including intense anorexia, hectic fever, &c., rapidly increased-pulse 120, temperature between 390 and 39.50 C., respiration 30 to 40. We had no hesitation under these conditions in advising immediate operation.
Operation by Dr. H. Geraud (chloroform ansesthesia by Dr. H. J. Johnston-Lavis): Incision of thoracic walls at level of the ninth left rib and at the lowest point of dullness between anterior and posterior axillary lines; resection of 5 or 6 cm. of the fifth rib. On opening the pleura we were much surprised to see the flow of an absolutely clear serum. The finger was introduced into the wound and pushed upwards and backwards, breaking up false membranes and adhesions. Immediately there was a great flow of lumpy pus in which floated clots of yellow, glue-like mucus and pseudo-membranes. After all was evacuated and without any irrigation two No. 45 rubber drains were introduced and held by silk-gut to the skin.
The patient bore the operation well; the temperature fell in the evening to 36.50 C. The following morning temperature was 37.20 C.; general condition much better; purulent discharge very abundant, requiring two dressings daily. All pointed to rapid resolution and quick recovery, but we were doomed to disappointment. Notwithstanding good drainage of the pleura the temperature rose the third day to 390 C. This we supposed to be due to general infection. In consequence, on the fourth and ninth days 10 c.c. of electro-argol were given as an intravenous injection. Some benefit seemed to accrue, as during the next nine days the temperature remained below 390 C., but it rose again and, with slight oscillations, continued till February 21, 1912. During this time we injected on several occasions 25 c.c. of Burroughs and Wellcome's stock anti-gonococcus serum, which produced no appreciable reaction, favourable or unfavourable, of any kind. The cavity was daily irrigated with permanganate of potash and peroxide of hydrogen. Von Bier's vacuum method was tried several times to the open wound. During several days subcrepitant rales could be heard in both lungs, which, however, disappeared later on. The discharge became very fetid, and was most irregular in quantity of outflow. Each time a flush issued the condition of temperature, hectic flushes and sweats, appetite, and comfort of the patient improved, to again get worse as the flow became less. We attributed this to pockets being formed by adhesions. Altogether the patient went to the bad, steadily losing flesh and strength. New foci of pus accumulation were indicated by the extension of the dullness to a higher level behind during the month of January. In February it extended forwards at the lower part of the lung. Exploring with a spinal injection needle at different points produced no pus.
On February 21 Dr. H. G6eraud introduced a Luys urethroscope along the line of the drainage-tubes for a distance of 17 cm. A small fistulous opening was detected, from which drops of thick pus oozed at about the level of the fourth rib. Through the tube and under visual control this orifice was gradually enlarged with a series of bougies of increasing dimensions, as would be done in dilating a urethra, reaching No. 40.
This gave issue to a lot of creamy, thick and very fetid pus. On the following days the dilatation was continued, and then we left in place a gum elastic catheter with the end cut off. Later a rubber drain 20 cm. long of No. 30 size was introduced on a long sound. Fortunately this manoeuvre was successful in avoiding a fresh operation. The upper pleural pocket was rapidly emptied and could be efficiently irrigated. In three days the temperature fell to normal, where it remained. His appetite became excellent, weight steadily rose, in six weeks, from 60-500 kg. to 67,0 kg., his general condition rapidly improved, in fact he was a complete resurrection.
He left the Queen Victoria Memorial Hospital on May 4, returning to England, but still retaining a No. 20 drain, from which, however, very little pus oozed. Recent news from him reports that his fistula has closed and that he is in as good health as he ever enjoyed.
Here we have a patient presenting a generalized gonococcal infection of a very grave character, which went through a period of evolution that we can divide into five distinct periods: First, simple urethral gonorrhoea; second, renal infection, with gonorrhoeal nephritis; third, general infection; fourth, localization as a pleurisy; fifth, empyema.
Notwithstanding prompt and apparently efficient surgical intervention, the pleura was not freely liberated of its purulent contents. The full drainage was ineffectual on account of an encysted empyema forming pockets of pus due to adhesions, which may possibly have been favoured by adopting Von Bier's method. The principal impediment seems to have been in the upper portion of the pleuritic cavity. Each time that the full flow of pus was arrested the patient got much worse, and immediately a purulent flush occurred the general state improved. This complication, which invalided our patient for so long a period, maintaining high fever and a most disquieting state, is quickly cured by a more complete drainage, aided in its execution by endoscopic methods. Neither antigonococcic serum, electro-argol, nor a good deal of purified santal oil (arheol), which were given fair trials, seemed to show any influence on the malady. Whether or not the serum given him raised his resisting power to destroy the infection later, as soon as the focus from which large doses of toxins were being daily absorbed was removed, is food for hypothetical speculation and for future investigation.
The important point in the observation of this case is the fact of its being a " unilateral purulent pleurisy," resisting treatments a priori suitable to such a case, which was cured entirely by surgical methods.
As a fact, generalized gonococci infections are not rare when we know how to track them. In the large majority of cases a general infection starts with an endocarditis. Next may occur a sero-fibrinous pleurisy, single or, more often, bilateral, in the exudate of which pure cultures of gonococcus may be found. Or this organism may be associated with other microbes, more especially with a staphylococcus. This sero-fibrinous variety is often curable by general treatment or simple puncture and aspiration, though this is not so with the purulent form, as evidenced in the above case. This form is, however, very rare; when it does occur, it is met with in gonococcic septicemia of pyeemic type, and coincides with abscesses of other organs, or with subcutaneous ones. Usually they are only recognized post mortem. In our researches and in the documents kindly placed at our disposal by our colleagues Dr. Froin and Dr. Faure-Beaulieu, we have not found a single case of purulent pleurisy following as a single localization a gonococcic infection, and a fortiori cured by surgical intervention. Our case is, so far as our knowledge goes, the first one recorded.
When the case came under treatment there was absolute anuria (see chart). From the following day onwards the amount was within normal limits. The daily amount was recorded for the next forty days and only varied within the usual limits dependent upon the amount of drink, perspiration, &c. Neither during this period were any marked pathological constituents detected in the urine, except, of course, what was derived from the urethritis, which was very ill defined and eventually disappeared.
What is most striking is the lesson taught by the graphic curves of respiration, pulse and temperature (see chart). Throughout the whole illness there is marked concordance and parallelism between respiration and the pulse-rate. These, compared with the temperature, however, show that, with very few exceptions, as the temperature rose the pulse and respiration went down. Take, for instance, such a period as that from November 30 to January 5-thirty-six days-during which there was no exception to this rule. As each wave of high temperature occurred this reversal of the usual order of things was repeated, but as the temperature tended to approach normal, then the pulse tended to rise and fall symmetrically with the fever. As soon as the pocket of pus was evacuated and true convalescence began, then a parallel curve began also. We have the records up to May 4, but thought it of no interest to give them; at this date his weight had increased from 60'220 to 65'800 kg., or an increase of 5'580 kg. (over 12 lb.). All we need say is that these remaining records are characterized by the usual symmetry of curves.
What the mechanism may be by which such a perversion of the usual physiological order of things was brought about we are unable to explain, and shall be very grateful for any suggestions on the subject.
We have thought it justifiable to bring the case before the Royal Society of Medicine and to append the somewhat extensive chart. The effects of different treatments adopted are therein fully portrayed, and may serve as a guide or comparison to any colleague who meets with such a case. The following are the principal bibliographical references that we have been able to collect. They are chiefly abstracted from the thesis of Dr. Faure-Beaulieu (" La Septic6mie gonococcique prouvee par la Constatation du Gonocoque dans le Sang circulant," These, Paris, 1906) [1] BERTRAND. " Essaie sur la pleur6sie dans la Blennorrhagie," These, Paris, 1896. Pleurisy (right). In the exudate was found a diplococcus reacting to the usual stains as a gonococcus and not growing on the ordinary media.
[2] BORDONI-UFFREDUZZI, Deutsch. med. Wochenschr., 1894, xx, p. 484, observed a gonococcal pleurisy as a complication of gonorrhcea with arthritis. [3] CARDILE. " Sopra un caso di pleurite con gonococco di Neisser," ClGn. Med. Ital., Milano, 1899, xxxviii, p. 549. Female, aged 23. Gonorrhcea of six weeks' duration, rigors and fever, pain in right side with cough; right pleurisy. Aspirated fourteen days later: fluid found to contain gonococci by culture and stain. Recovery in two and a half months.
[4] CIAsISo ed ISNARDI. " Sopra un caso di rheumatismo blennorragico con complicazione vicerali," Giorn. B. Accad. Med. di Torino, February, 1894. Girl, aged 10, infected by rape. a One month after, fever, pain in left shoulder and right pleurisy, endocarditis. Recovery in a month from the pleurisy. Two pleural punctures--the first negative, the second containing diplococci.
[5] CROSBY. "Gonorrhceal Urethritis with Unusual Complications," Amer. Journ. Med.
Sci., Philad. and New York, 1905, n.s [8] PALDROCK. " Der Gonokokken Neisseri. Eine literarische und bakteriologische experi. mentelle Studie," Dorpat, 1907. It is recorded on p. 91 that " Sanarelli cultivated on Wertheim's medium gonococcus derived from pleural exudate of a young patient, aged 11." [9] PROCHASKA. "Bacteriologische Untersuchungen bei gonorrhoischen Allgemeininfektionen," Deutsch. Arch. klin. Med., Leipz., 1905, lxxxiii, p. 184 . H., aged 37, dyer, contracted gonorrhoea at the end of 1904; disappearance of the discharge, epididymitis with constant fever (400 C.), which persisted notwithstanding improvement of the former and absence of other local lesions. Blood examination gave pure cultures of gonococcus. A month later, in the left infra-scapular area dullness appeared at level of the sixth rib, together with diminution of respiratory sounds. Aspiration of the pleura gave issue to a clear serous fluid which, by culture methods, gave rise to gonococcal colonies, whereas inoculation tests on guinea-pigs were negative. The patient was treated for a long time with clysters of collargol. The temperature only fell slowly, and the patient only recovered very gradually. During convalescence a sudden rise of temperature occurred (400 C.). Two months later the patient left the hospital, having lost his symptoms of pleurisy.
[10] THAYER and LAZEAR. "A Second Case of Gonorrhceal Septicaemia and Ulcerative Endocarditis," Journ. of Exper. Med., New York, 1899, vi, pp. 81-116. The patient had double pleurisy, the exudate of which showed gonococci by direct observation.
